cocaine, and the foreign body was easily removed in thirty seconds by means of the endoscope. A month later the man was brought again, having swallowed the other half of the plate. It was explained that after the first operation his trial for forgery had been postponed for twenty-eight days, and he had swallowed the second half hoping to secure a further postponement of the trial. In those days he (the speaker) had only had a jointed pair of forceps, and the joint became stuck. He therefore used a bougie and deliberately forced the foreign body into the stomach. He understood that those who had spoken in favour of the coin-catcher agreed that it should be used only for coins. The trouble was that if its use was sanctioned at all, it could not be guaranteed that it would not be used for other foreign bodies.
IN the course of the past two years I have examined, by the kindness of Professor Leonard Findlay, several young patients suffering apparently from frequent regurgitation, the underlying cause of which proved to be a congenital malformation of the cesophagus. In spite of having, for nearly a quarter of a century, used endoscopic methods when signs suggestive of cesophageal disease were present, I had not previously met with similar cases. I believe that I am right in assuming that the majority of laryngologists, even when attached to large general hospitals, are rarely requested to examine the cesophagus of a young child because of what appears to be persistent vomiting. When it becomes more generally known that this sign is occasionally of cesophageal origin it is to be hoped that the co-operation of the endoscopist, as well as that of the radiologist, will be sought at an early stage in order to assist in making the diagnosis and in carrying out intra-cesophageal treatment when practicable.
The object of this paper is to report four cases in which cesophageal stenosis in young children was associated with hernia of the lower end of the cesophagus and part of the stomach through the hiatus cesophageus into the thoracic cavity. This association, so far as I know, has not previously been pointed out.
Before describing the cases I shall make a few remarks regarding the varieties of hernia that may occur at the hiatus cesophageus. We are indebted to Akerlund for an illuminating paper on this subject, published in 1926, based on the X-ray examination of twenty-four cases, Although the majority of his patients were adults, the deductions drawn from his investigations and the recommendations made as to methods of diagnosis are equally applicable to young children who constitute a fair proportion of the subjects of this disease.
Akerlund proposed that this affection should be designated" diaphragmatic hernia of the cesophageal hiatus," or briefly " hiatal hernia." He differentiated three groups of cases: (1) Those in which the cesophagus is congenitally short and its junction with the stomach situated some distance above the diaphragm. As a consequence,
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Proceedings of the Royal Society of Medicine 72 more or less of the stomach has herniated through the hiatus. All degrees may be met with: in Case I a minor degree exists. When the whole stomach or its greater part is in the chest the condition has been termed " thoracic stomach."
A thoracic stomach, however, need not be the result of herniation, as has been proved by Bailey, from the post-mortem examination of a man aged 77 years. The cesophagus was straight and ended at the level of the third costal cartilage; the body of the stomach was found in the thorax, and the pyloric antrum projected 6 cm. downwards into the abdomen. The explanation of the malposition which suggests itself is either hypoplasia of the cesophagus, or that the primitive stomach lay abnormally far forward on the alimentary canal.
(2) The second group consists of the paracesophageal hernias. In these a portion of the stomach slips up between the hiatal ring and the cesophagus and projects into the thoracic cavity, while the lower end of the cesophagus remains below the diaphragm. A congenital defect or weakness of the muscles bounding the hiatus has been regarded as a predisposing Letiological factor.
(3) The third group is made up of cases in which the abdominal part of the cesophagus, together with an adjoining part of the stomach, is herniated through the enlarged hiatus into the thorax. The cardiac end of the cesophagus is thus placed above the level of the diaphragm, consequently the cesopbagus immediately above the hernial sac is likely to be relaxed and may become tortuous.
Cases of Group 1 are rarest and of Group 3 commonest. Of the four cases to be described, three are from Professor Findlay's and one from Dr. Geoffrey Fleming's wards. I am indebted to these gentlemen for placing the clinical histories and skiagrams at my disposal. The X-ray examinations were made by Dr. D. C. Suttie, medical superintendent of the hospital.
I was concerned only with the diagnosis of the cesophageal affection, consequently my remarks as to symptoms and treatment will be brief.
In all the cases the pregnancy had been normal and the infant was healthy when born. Persistent vomiting or regurgitation was the outstanding-and sometimes the sole-disability for which the patients were brought to hospital. In all of them this set in immediately or a few days after birth.
Case I (Professor Findlay's patient).-D. T., male, aged 2 years and 7 months. From birth onwards for several months this child vomited after every feed; later the vomiting became less frequent. When admitted to hospital he was in the habit of taking several spoonfuls of food which, after being kept down for a minute or two, was partly regurgitated without effort. He was then pleased to resume his meal and the same sequence took place. On passing a stomach tube Dr. Findlay met with obstruction in the lower part of the gullet.
Excellent skiagrams of the cesophagus had been obtained but they proved puzzling to me until I made an cesophagoscopic examination. I shall describe this first.
On entering the cesophagus, considerable dilatation was found to a depth of 19 cm. from the upper teeth. The lumen then contracted abruptly and remained so for about 1 cm., beyond which it gradually opened out to the cardia, which presented signs of insufficiency. The rhythmical movements of dilatation and contraction were going on but the dilatation was unusually pronounced so that a good view of the interior of the stomach was obtained.
This differed from what we are accustomed to see. Instead of finding the lower end of the tube being closed by folds of gastric mucosa one looked through the cardia into an open viscus in which rapid swirling movements were taking place. This observation suggested that the apparent dilatation of the lower part of the oesophagus in this patient and in two others previously examined was due to a hernia of the cardia and adjacent part of the stomach.
At a second examination, made recently, this view was confirmed. Again, at 21 cm.
the cardia was seen opening and closing rhythmically, the amount of opening being unusual.
Beyond the cardia was an open cavity which was similarly enlarging and contracting with inspiration and expiration. Its lining membrane was bright red and a swab rubbed on the wall gave a strongly acid reaction. (The cesophageal wall when tested thus was alkaline.)
On passing more deeply, to 27 cm., there was no longer a lumen, the end of the cesophagoscope being closed by folds of lining membrane, giving the picture ordinarily met with on entering the stomach.
The skiagram of an oblique view shows a large spindle-shaped dilatation of the cesophagus followed by a short constricted portion the length of which corresponds approximately to the breadth of a dorsal vertebra. The constriction is continued downwards into a gradually increasing dilatation extending to below the diaphragm where its shadow merges into that of the barium collected in the stomach. This lower dilatation I regard as consisting mainly of the upper part of the stomach.
A front view, taken a week later, shows the cesophagus above the stenosis again well distended. The lower dilatation is interrupted and consists of two parts, one lying above the diaphragm and represented by the compact collection of barium in front of the vertebral column and the other by the scattered masses of barium beneath the diaphragm. In the intervening space fine lines may be seen: these indicate the folds of gastric mucous membrane i..:.' !''.., !;
. between the herniated part which has passed through the hiatus and the main body of the stomach. tJ,,,]
From inspection and measurements the cardia is a short distance below the lower end of the stenosis and about 21 cm. from the incisors. The average distance from the incisors to the cardia in a child of the patient's age is' stated to be about 22 cm. In this case there seems to be congenital shortening of the cesophagus when its fairly direct course and the distance between the cardia and diaphragm are taken into consideration. If the measurements are approximately correct it is evident from the skiagrams that the cardia and a portion of the stomach are situated above the diaphragm. The appearances are therefore those of a hernia of the abdominal cesophagus, cardia and upper part of the stomach through the hiatus into the thorax.
Case II.-R. G., male, aged 6 years (under Professor Findlay). This boy was breast-fed until 11 months old but feeds were always vomited. The vomiting has contined after every meal excepting during a few short periods. He has been in hospital several times. CEsophageal obstruction was detected at 21 cm. and X-ray examination showed a funnel-shaped stricture at the level of the seventh thoracic vertebra.
An cesophagoseopic examination was made when he was nearly 7 years old. At 24 cm. a membranous stricture was found reducing the lumen to an elliptical opening of about 0 -5 cm. in its long diameter; the stricture yielded easily to the cesophagoscope. The cardia at 26 cm. was unduly patent. The resiliency shown by the stricture, when the tube was withdrawn above it, suggested that the narrowing was due not only to the membranous ledge but also to a reduction of the lumen and entire wall of the gullet at the affected part. This condition probably also accounts for the patient's need of passing a bougie frequently.
In one of the skiagrams the lower part of the cesophagus is seen to pass into a conical dilatation which comes up through the diaphragm from the main mass of the stomach and resembles a hiatal hernia. This boy vomited after every breast-feed during the first three months of his life. With change to artificial diet all vomiting ceased. When he was 5 years old severe epigastric pain set in, with occasional vomiting. On1 admission to hospital occult blood was found in the stools. He was transferred to Mr. MacLennan who performed posterior gastro-enterostomy and removed the appendix. Temporarily he was improved but vomiting returned and he gradually became worse until, at the time of his re-admission, he vomited after every meal.
There wvas no dysphagia. On passing the stomach tube Dr. Findlay encountered resistance at 28 cm.
The aesophagus was found to contain cloudy grey fluid and food deibris, which were drained off. In the greater part of its length it was considerably dilated. At 24 cm. on the right wall an intensely red patch with a finely granular, readily bleeding surface was seen and was regarded as a peptic ulcer. At 26 to 27 cm. the endoscope could be passed no further owing to the funnel-shaped narrowing of the gullet; and at 28 cm. a Chevalier Jackson fine bougie was held up.
The skiagrams of the cesophagus filled with barium show dilatation to the level of the eighth dorsal vertebra. The lower end of the dilatation tapers to a thin tract, representing the stenosis, and passes directly downwards for a short distance. It then opens into a large sac-presumably a herniated portion of the stomach-lying above the diaphragm which, in Section of Laryngology turn, communicates with the greater part of the stomach lying beneath the diaphragm. The constricted neck at the hiatus between the supraand infra-diaphragmatic sections of the stomach is shown. The sinuous condition of the lower part of the cesophagus is due to the cardia being pushed upwards and is characteristic of the third group of hiatal hernias. This infant was brought to hospital because of vomiting after feeds. He took no food until the fourth day after birth; the vomiting then began. A stomach tube was held up at 20 cm. Dr. Fleming introduced through the tube, wbile at this depth, 1 oz. of barium and then examined by X-rays. The skiagrams show three large collections of barium, one above the other. The uppermost represents a dilatation of the cesophagus above a stenosis. The middle sac is situated between the stenosis and the diaphragm and has all the appearance of a hiataL hernia. The lowest and largest is in the stomach. The hernia is of a larger size than at first appears. In one film the sac is well filled on the right side and contains only traces on the left side, whereas in another skiagram the reverse conditions are present.
HIow is the association of congenital stenosis of the cosophagus and hiatal hernia in the cases described to be explained ? Some may regard it as accidental, but this is unlikely, as all four cases came under my observation within two years, and they were the only cases of congenital stenosis of the cesophagus that I saw during that period. There appears to be no doubt that both conditions may be congenital, and as the subject of one congenital malformation often presents one or more additional malformations, the cases under consideration may therefore be examples of multiple congenital abnormalities. Case IV supports this view, the hernia being pronounced, although the patient was only four weeks old. In the three older children the persisting vomiting and the insufficiency of the cardia in the two cases in which it could be inspected raised the question as to whether the hernia might not be produced by the prsssure from behind, due to the vomiting. Certainly the vomiting was very frequent, but in reality it was regurgitation, which was easily effected, and was not accompanied by violent retching.
The most probable cause of the association not having been described earlier is, in my opinion, the difficulty of showing the hernia by X-rays. Special measures must be taken in order to distend the sac with barium; if this procedure is omitted, the hernia is likely to escape detection.
Mr. E. WATSON-WILLIAMS said that this paper explained a case which he had had six weeks ago, in a patient, aged 37, sent as a case of carcinoma of the cesophagus. There had been difficulty of swallowing for seventeen years, and there was a constriction midway down the chest. This opened easily before the cesophagoscope (under general anesthesia), and he found himself looking at gastric mucosa, 36 cm. from the teeth. He confessed that he had been completely puzzled at the time.
Gradual Diathermy Destruction of the Faucial Tonsils.
By DAN MCKENZIE, M.D. (President) .
DIATHERMY is applied to the tonsils under local anasthesia, more or less profound, and in a few happy people no anesthesia at all is necessary. As a rule, however, the antesthetizing of the pharynx has to be pretty complete, and it is tedious and time-consuming.
With regard to the anesthetic I am not perfectly satisfied with any. Cocaine is easily the best, but when applied to the pharynx it gives rise to toxic symptoms more readily than when it is applied in the nose or the larynx. At the present time I paint on adrenalin solution (1-3000) first of all, and follow it up with 10% solution stovaine. After applying this for ten or twenty minutes I give one or two paintings with the usual cocaine (10%) and adrenalin (1-1000) mixture and then the infiltration of pillars and peritonsillar regions with novocain completes the process.
In sensitive and nervous people a preliminary hypodermic of morphia (gr. 7v) and atropine (gr. TIYn) is useful for calming fears and diminishing salivation. I see statements made in the journals that surface anasthesia alone suffices for the majority of patients. Of the patients who have come to me only one or two have been satisfied with such partial measures.
The electrodes used for the tonsil are five or six in number: two hooks (right and left) to reach the supratonsillar recess; a sharp-pointed pencil-shaped electrode,
